from the MM pattern; re-examination of the records showed that in the second case fluorescence was rather slow to reach peak concentration, and leaked considerably in the late stage.
Differential Diagnosis
The pattern of exudative lesions has been described by several authors (notably Gass 1967) as has that of metastatic carcinoma (Norton et al. 1964 ) and choroidal himangioma (Smith et al. 1965 , Wessing 1965 . The differential features in suspected but atypical MM are indicated in Table 3 . 
Discussion
The present observations reveal a gradual transition of fluorescence appearances accompanying the clinical range of tumours from plain nxvi to MM so that no pattern is completely diagnostic. All abnormal choroidal patterns depend on two factors, an underlying vascular bed and disturbances of the overlying pigment, especially the retinal pigment epithelium (Hill 1966) . As Amalric (1967) has stressed, much of the pattern may be due to the effect of the tumour on the retinal pigment epithelium, including the deposit of colloid bodies on Bruch's membrane. Where a pattern is seen in a grossly elevated tumour, however, the effective vascular bed must be part of the tumour.
The norm for MM appears to be a patchy fluorescence which persists longer and spreads more in the late stage than the usual choroidal pattern; the original emphasis on maintenance of pattern outline in the late stage (Hill 1966) has been modified by further experience. The intensity of fluorescence and (in contradistinction to Wessing 1965 ) the form of pattern seem of little value in diagnosis, as do the transient appearances ascribed to tumour vessels by Charamis et al. (1966) . Deposits of metastatic carcinoma were originally thought not to fluoresce (Norton et al. (1964) but this opinion has been modified (E W D Norton 1966, personal communication) and the present series of cases shows that occasionally differentiation from the MM pattern can be very difficult.
Although the norm has been proposed, the fluorescence pattern of MM varies considerably; there is also doubt about the significance of florid nivus patterns in relation to malignant change.
At present fluorescence angiography in a case of suspected choroidal tumour may be diagnostic, but only if a typical pattern is revealed.
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Ultrasonic Diagnosis of Intraocular Tumours
The different techniques for ultrasonic examination of the eye and the orbital soft tissues developed since 1956 by Baum (1958 Baum ( , 1964 , Oksala (1959) and Sorsby et al. (1963) were designed for different purposes. Much of the appearance of conflict between their views is attributable to this and to the variations in the technical performance of the equipment used (Gordon 1964) .
A small personal series confirms the value of ultrasonic diagnosis in establishing the difference between tumour and detachment of the retina, particularly where there is opacity of the cornea, lens or vitreous. The importance of accurate calibration of the equipment, not only for sensitivity but also for pulse duration and beam configuration, is emphasized. Both A-scan and B-scan methods are considered desirable for optimum diagnostic accuracy.
(St Bartholomew's Hospital, London)
Radio-ophthalmology in the Therapy of Posterior Fundus Tumours
In the last few years there has been an increasing liaison between eye surgeons, radiotherapists and physicists. Radiation has now an increasing and accepted role to play in the treatment of intraocular tumours, particularly retinoblastoma, malignant melanoma and secondary deposits from tumours elsewhere.
Retinoblastoma
Three radiation techniques may be used: the cobalt plaque, the cobalt beam and the linear accelerator.
Cobalt plaques are discs of radioactive cobalt sealed in platinum with projecting lugs (Innes 1964) which can be sewn on to the sclera after localization. They were designed to prevent the very hot spots given by radon seeds when they were sewn on to the outside of the eye to give an adequate dose to the tumour within. The sideeffects were frequent and much scarring ensued, so that today their use is not justified. The cobalt plaques with their sophisticated and localized irradiation dose are the ideal treatment for the optimum sized tumour (Stallard 1966a) . In one week a plaque will deliver a tumour lethal dose of 4,000 r to the cells of the summit of the neoplasm with very little involvement of the adjacent tissues. The underlying choroid and sclera receive enormous doses which are relatively well tolerated. The fact that the choroid is heavily irradiated is probably of great importance as there is little doubt that the incidence of metastasis is directly related to choroidal invasion (Brown 1966) . The effect of such a localized large dose of radiation is dramatic and certain. Side-effects are few with the exception that the plaques, when applied near the optic nerve, may give troublesome haemor-rhages or exudates from the large retinal vessels months later.
Current indications for the application of a cobalt plaque are: (a) All single tumours less than 13 mm in diameter. (b) Two separate tumours or groups of tumours requiring not more than one 10 mm plaque on each group (provided that the plaque does not have to be placed nearer than 5 mm to the optic disc). With larger tumours and those adjacent to the optic disc regardless of their size the following techniques are necessary.
Cobalt beam: Here a direct anterior field is used and the relevant isodose curve occupies the greater part of the eye including the lens. Similarly the optic nerve does not receive a high dose of radiation. The course of treatment using this technique (Skeggs & Williams 1966) produces a complete regression of the tumour and in many cases secondary detachments reattach completely. However, all cases develop a radiation cataract in two years. Because of this complication other techniques have been developed, particularly the use of the linear accelerator (Reese & Ellsworth 1966) .
Linear accelerator: Here the source of radiation is tilted horizontally and with the sharp 'cut-off' inherent with this source of radiation the lens, and to a greater or lesser extent the retrolental portion of the vitreous, may be spared. There are certain problems to be considered when using this method of treatment, e.g. the build up of adequate tumouricidal dose to the retina on the temporal side and also the dose that the other eye receives if it is present. Some workers (Bagshaw & Kaplan 1966) have reported the use of a tilted field to miss the other eye but this could involve the parotid and teeth of this same side. Nevertheless it does seem that the linear accelerator can be of great use in certain cases.
In summary then, the cobalt beam with the direct anterior field is indicated: (a) When a tumour greater than 13 mm in diameter is present. (b) When the tumour is adjacent to the optic nerve, regardless of size. (c) Where there are free floating neoplastic cells in the vitreous.
The indications for the linear accelerator with a temporal field are much the same except that all tumour cells must lie near the equator so that no tumour cells are spared, as the lens and its adjacent structures are not irradiated.
Malignant Melanoma
These tumours may respond remarkably to treatment with a cobalt plaque (Stallard 1966b). The plaque is left in for twice as long as for retinoblastoma so that the summit of the tumour receives 8,000 r at leastthe base receiving
